Objective-To see whether extending appointment length from seven and a half minutes or less to 10 minutes per patient would increase health promotion in general practice consultations.
Introduction
The importance of health promotion in primary care has been emphasised both internationally and nationally.' 2 In general practice there is debate about how to deliver this service, with increasing emphasis on health promotion clinics and use of non-medical personnel.' Despite these developments, consultations with the doctor are the most common encounters in primary care and frequently present opportunities to raise health promotion issues directed at either the presenting complaint or the broader needs of the individual patient. 4 Health promotion has been defined as "all aspects of those activities that seek to improve the health status of individuals and the community."' The main contribution of the general practitioner is to discuss lifestyle factors and apply or make arrangements for specific screening tests, such as blood pressure recording or cervical cytology.6 Empirical studies suggest that this potential of the general practice consultation is not realised.`' One explanation is shortage of time in the consultation. Practices with smaller list sizes have been shown to deliver higher rates of screening, possibly because of increased availability of time.' Many confounding factors such as the personality or interests of the doctor may, however, explain this association. To date, experimental studies controlling for the doctor have been based in single practices and have produced inconsistent results, particularly in relation to screening and health education.'3" These may reflect differences by individual doctors or be due to the relatively small number of preventive activities sampled. Many doctors booking patients at less than 10 minute intervals express a desire for longer appointments, for reasons including greater opportunities for health promotion.'4 We report a controlled trial of 10 minute appointments for 16 such doctors. The aim was to discover whether among other things such a change would increase the amount of secondary and tertiary prevention in the consultation. The study measured other outcomes, including stress in the doctors, which have been reported elsewhere.'5
Subjects and methods
Criteria for participation were a current booking rate of eight or more patients an hour, a desire to change to longer consultations, and plans to increase appointment length. Participants were recruited after a survey of Nottinghamshire general practitioners conducted in 1988, which achieved a 67% response rate. Forty eight doctors fulfilled the entry criteria, and the first 16 of these to agree to take part were included. This sample was representative of those eligible in terms of age (median 36 5 years), sex (81% male (n= 13)), and list size (median 2200). The sample included four doctors who booked eight patients an hour, one who booked nine, 10 who booked 10, and one who booked 12 patients an hour. Median appointment length was therefore six minutes.
Experimental surgeries with appointments booked at 10 minute intervals were timetabled to take place once a fortnight on a designated day and time for each doctor. Although all participants planned to extend their average consultation time, they could spend as little or as much time as they wished with individual patients. Two types of control surgeries were used, as far as possible matched for time of day and day of the week. The first was drawn from the period before the trial, and the second took place during the trial phase, in the alternate weeks when an experimental session was not scheduled. The first control session was included in case of any contaminating effect of the longer bookings on a doctor's behaviour, and the second to control for seasonal factors and any time related events, thus increasing the chance of a similar mix of patients. Roughly 300 consultations in total were included from each doctor, with about equal numbers in each of the three types of session.
WThen possible the duration of consultation was measured by a research assistant observing the patients' entry and exit times. In four cases the layout of the surgery made this impossible. In three of these the task was delegated to a receptionist, and in one case the doctor timed herself. Entry and exit times were noted by using stopwatches with seconds displayed and total duration rounded to the nearest minute. More accurate timing of individual consultations would not have contributed to the main question of whether with longer appointments more health promotion occurred. When more than one patient entered the consulting room at the same time estimation of consultation length was not attempted, although other results were included in the analysis. A subsample of 36 sessions was audiotaped to verify these procedures, including timing of consultations.
Each medical record was reviewed by one of three research assistants at the end of the session and entries on prescribing, examination, and health education were noted according to a protocol. Extracts from this protocol related to health promotion activities are shown in the appendix. Doctors were asked to classify each problem as "new," "new episodes of previous problem," or "other." After leaving the consulting room each patient was asked to complete a questionnaire, which included questions about health education, preventive procedures and discussion of general health and previous health problems, as well as basic sociodemographic data. The subsample of consultations audiotaped was analysed for health education activity by using the same definitions as for extraction from the medical record. Interrater reliability was measured on both extraction from the medical record and audiotape analysis. Participating doctors were not able to see the patient questionnaire and were not told that a main focus of the study was health promotion. Data on consultation length were compared by using non-parametric tests. Categorical variables were compared by y2 analysis, initially between all three groups (two control, one experimental). When significant differences were observed each group was compared with the other. The McNemar sign test was used to measure the signiticance of differences between audiotape, medical record, and questionnaire data. Agreement was estimated by Cohen's x statistic, which was also used to measure agreement between observers." '
Results
The study included 299 sessions and 4471 consultations. Mean , and 4-9% in first control, second control, and experimental sessions respectively). As consultation length changed less than appointment length, waiting times for patients decreased (medians 17-0, 15-0, and 50 minutes in first control, second control, and experimental sessions).
The medical record was reviewed after the patient's consultation in 96-6% of cases (97-6%, 95 7%, and 96-6% in first control, second control, and experimental sessions respectively). Table II shows that recording of blood pressure and advice about smoking, alcohol consumption, and immunisation were significantly more frequent in the experimental sessions, as was the proportion of consultations in which one or more items of health education were recorded. Discussion about diet, weight, exercise, and cervical cytology was recorded more frequently in the experimental sessions, but these differences were not consistently significant. The proportion of consultations in which taking a cervical smear was recorded did not differ bv type of surgery. Data on breast self examination are not included as this was recorded so infrequently (total five cases). The rate of prescribing did not differ between the sessions (57 1%, 55 7%, and 56-9% of consultations in first control, second control, and experimental sessions respectively).
Data from the patient questionnaire showed the same trends towards increased health promotion in the experimental sessions, more patients reporting such activities. The questionnaire was completed after 65-8% of consultations (72 1%, 58 0%, and 67-3% in first control, second control, and experimental sessions respectively; p<0-001, df=2). Patients were asked whether specific items of health education had been discussed and, for patients aged 35-65, whether their blood pressure had been measured at the index consultation or within the past five years. Table III gives the results from the questionnaire. Current smokers, who were equally prevalent in all types of surgery, were much more likely to report advice about smoking in the experimental sessions (32% compared with 20% and 21% in control sessions). More blood pressure measurement was reported in the experimental sessions, which increased the proportion of 35-65 year olds reporting such a procedure in the past five years to 97% (compared with 88% and 90% in control sessions). Advice on alcohol consumption was greatest in the 10 minute sessions, though the difference was significant only compared with the first control session. Previous health problems were more likely to be discussed in the longer sessions, but discussion of general health showed no consistent pattern.
The 36 sessions that were audiotaped included 684 consultations for which information from the medical record was available. Mean length of consultation on audiotape was slightly less than that measured by direct observation (mean 7 03 minutes v 7-36 minutes), and this difference was consistent between control and experimental sessions. Table IV 
Discussion
This study found an increase in recording of health promotion activities by general practitioners in the sessions booked at longer intervals and a higher level of reporting of such activities by patients. Comparison of problem classification showed no differences between the experimental and second control sessions and only a slightly different mix in the first control session, which was probably due to seasonal factors. Further support for the mix of patients in the experimental and control sessions being comparable was the nearly identical prescribing rates in all three types of session. It was not possible for the research assistants to be unaware of whether they were monitoring an experimental or control session, as their tasks included administering the project at the practice. The consistency of data on examinations and health education between the patient questionnaire and the medical records suggests that bias in extraction from the medical record did not occur.
The level of agreement between raters in extraction from the medical record was only moderate for health education. These errors in classification may have led us to underestimate the difference in recording of health promotion between control sessions and sessions booked at 10 minute intervals. As far as possible the same research assistant was concerned with each doctor and so the effect of interobserver variability was reduced.
Although response rates to the questionnaire differed between types of surgery, this would be a source of bias only if completion of the questionnaire was associated with one of the factors that it sought to measure. The likeliest reason for the differences was that several patients in the experimental and second control sessions had already completed the questionnaire once and were reluctant to do so again.
The number of patients booked per session might have affected our results as this was slightly less (by an average of three patients) in the experimental sessions. It is highly unlikely that this change alone would alter the behaviour of doctors in the consultation, and no empirical studies support this suggestion. We therefore conclude that the association between appointment length and health promotion in the consultation is real and causal. Perhaps the most surprising finding was that such a small increase in contact between patient and doctor led to considerable increases in We are grateful for the support of participating general health promotion, suggesting that this activity was practitioners, their staff, and their patients. The study was previously compromised by lack of time. Our findings funded by the Health Promotion Research Trust. also confirm that other aspects of doctors' behaviour, notably prescribing, are not sensitive to changes in availability of time.
